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Adult Therapy Intake Form
Client Information:
1. Full Name: _____________________________________________________
2. Date of Birth: ___________________________________________________
3. Preferred Pronouns: ____________________________________________
4. Address: _______________________________________________________
5. Phone Number: ________________________________________________
6. Email Address: _________________________________________________
7. Emergency Contact Name: _____________________________________
8. Emergency Contact Phone Number: ____________________________


Presenting Concerns:
1. What brings you to therapy today?



2. When did these concerns start?


3. Have you ever been in therapy before?
☐ Yes ☐ No
If yes, when and for what reasons?  _______________________________________
________________________________________________________________________
4. What are your goals for therapy?  _______________________________________
________________________________________________________________________

Mental Health History:
1. Do you have any current or past diagnoses?
☐ Yes ☐ No
If yes, please list:  ______________________________________________________
_______________________________________________________________________

2. Have you ever had thoughts of harming yourself or others?
☐ Yes ☐ No
If yes, please explain:  __________________________________________________
_______________________________________________________________________

3. Have you ever been hospitalized for mental health reasons?
☐ Yes ☐ No
If yes, when and where?  _______________________________________________
______________________________________________________________________

4. Do you take any psychiatric medications?
☐ Yes ☐ No
If yes, please list:  _______________________________________________________

Physical Health History
1. Do you have any chronic medical conditions?
☐ Yes ☐ No
If yes, please list:  ______________________________________________________
_______________________________________________________________________
2. Do you currently take any medications for physical health concerns?
☐ Yes ☐ No
If yes, please list:  ______________________________________________________
_______________________________________________________________________
_______________________________________________________________________
3. Do you have any allergies?
☐ Yes ☐ No
If yes, please list:

Lifestyle & Social History
1. What is your current employment status?
☐ Employed ☐ Unemployed ☐ Student ☐ Retired ☐ Other (please specify): _______________________________________________________________________
2. Do you have a support system (friends, family, partner)?
☐ Yes ☐ No
If yes, briefly describe: _________________________________________________

3. Do you use any substances (alcohol, tobacco, recreational drugs)?
☐ Yes ☐ No
If yes, please specify:  ________________________________________________

4. Do you have any history of substance abuse?
☐ Yes ☐ No
If yes, please describe:  ______________________________________________

Additional Information:

Is there anything else you would like your therapist to know before starting therapy? 




Informed Consent
By signing this form, I consent to receive therapy services and understand that all information provided will be kept confidential, with exceptions as outlined in the therapist's confidentiality policy.
Signature: ____________________________________________
Date: _______________________________________________
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